Corticosteroids have been used either alone or in combination with other treatments in 18 of the survivors (Amorosi & Ultmann 1966) . However, their use in TTP is almost universal, and assessment of their contribution is accordingly difficult.
Heparin has been widely advocated on the basis that it may inhibit fibrin deposition, thus preventing vascular occlusion and limiting renal damage and haemolysis. Two survivors have received heparin and high dose corticosteroids (Bernstock & Hirson 1960 , Richardson & Smith 1968 . In the present case, improvement in platelet count and plasma hemoglobin coincided with treatment with heparin and blood transfusion. Hydrocortisone given for 12 hours had failed to prevent the progression of hxemolysis and thrombocytopenia.
Renal failure is a common complication of TTP, and this case is notable for the degree of recovery which occurred. Shortly after operation the patient complained of backache and X-ray of the lumbar spine showed a sclerotic lesion in the body of L3 (Fig 1) . A neuroblastoma has a similar morphology to a medulloblastoma but the theoretical possibility of an occult neuroblastoma metastasizing to the posterior cranial fossa and subsequently to bone and lymph nodes after an interval of five years is not supported by the natural history of this tumour or the histological appearance of the cerebellar and paravertebral tumours. However, only a thorough post-mortem would fully satisfy the criteria of Weiss (1955) for proven extracranial metastasis from a cerebral tumour.
All the reported cases of extracranial spread from a cerebellar medulloblastoma have been operated on and it seems that surgery in some way breaks down a barrier to extracranial spread. Zimmerman (1957) has suggested that bloodstream spread may follow surgery since cerebral tumours do not normally invade blood vessels. Both Friborsky (1963) and Duckett (1963) demonstrated blood vessel invasion by the primary tumour after operation in their cases. However, Buchmann & Zulch (1959) felt that spread may occur in continuity along nerve roots and Oberman et al. (1963) demonstrated tumour cells in perineural lymphatics. The distribution of metastases in most reported cases would suggest spread in continuity from the central nervous system, although bloodstream spread seems likely in those cases with widespread visceral or bony metastases.
Medulloblastoma is known to be very radiosensitive but Lassman et al. (1969) Dr F B Gibberd (Westminster Hospital, London SWI) said that the medulloblastomas were particularly interesting as their cell of origin was still disputed; it could arise possibly from the foetal granular layer ofthe cerebellum or perhaps from the posterior medullary velum. Although the case described undoubtedly had extracranial metastasis, this could possibly have arisen from the spinal canal via the lumbar vertebrn.
Mr Ian Burn (Hammersmith Hospital, London W12) said that the subject of extracranial metastases from primary cerebral malignancies was an extremely interesting one. In a recent study Kung et al. (1969) had examined biopsy specimens of glioblastoma multiforme and astrocytoma under the electronmicroscope. They had demonstrated for the first time in primary cerebral tumours the presence of neoplastic cells in the vascular basement membrane between endothelial cells and in the lumen of vessels. It remained unanswered why extracranial glial metastases were so rare. 
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